Nor are healthcare personnel's experiences systematically gathered and used in quality development. This has now become clear, as the concern related to the regular GP scheme is on such a scale that many predict its imminent collapse if immediate measures are not taken (4, 5) . This is a situation that probably could have been avoided if policy makers had more closely attended to what GPs actually do, asked more questions and evaluated the Regular GP Scheme on a continuous basis.
The basis for creating the patient's health service is therefore insufficient -knowledge of the users' and healthcare personnel's experiences is needed (6) . Through The Commonwealth Fund's international health policy surveys, in which we have participated since 2009, satisfaction with primary care practices, the healthcare service for high-needs older adults and the healthcare service for the general adult population are scrutinised annually in a three-year cycle. In the evaluation in 2009, Norwegian users scored GPs' routines for quality measurement and quality assessment, coordination of services, availability and digital services lower compared to participants from other countries (7) . In 2016, the survey showed that Norwegian patients had poorer experiences with their GP in the areas of communication, user involvement and consultation time compared to patients in ten other participating countries (8) .
In the survey published in 2016, it was found that in the period from 2002 to 2015, there was a statistically significant decrease in participants who completely agreed with the question on whether the doctor takes 'me and my problems seriously' and more disagreed somewhat or completely (9) . The survey also shows that in 2012, fewer had full confidence in the treatment provided than in 2002.
However, the results do not state what changes the patients would like to see or how this might come about, and they may be interpreted in different ways. For example, Norwegian patients could be more demanding than patients in other countries. The results may also be related to the fact that primary health care in Norway, and particularly the Regular GP Scheme, has not adapted to social changes and the new needs that these entail. In any case, we cannot rest easy with these results given that Norwegian primary care is aiming towards being among the best in the world.
However, the results do not state what changes the patients would like to see or how this might come about, and they can be interpreted in different ways. Could it be that Norwegian patients are more demanding than patients in other countries? It may also be the case that the primary healthcare service in Norway, and particularly the Regular GP Scheme, has not adapted to social changes and the new needs that these entail. In any case, we cannot rest easy with the results if we want the Norwegian primary healthcare service to be among the best in the world.
In light of the absence of patient-reported needs, the question of how user surveys should be conducted and how the results should contribute to development of the services is an important one. The Norwegian Knowledge Centre for the Health Services has developed a standardised method for measuring patients' experiences with the GP service at both local and broad level (called PasOpp), which constitutes a rational basis for collecting this type of data (10) .
Nevertheless, use of pre-defined questionnaires does not provide answers to questions such as 'What is important for you?', a campaign launched in 2014 by the Norwegian Minister of Health and Care Services and the Norwegian Association of Local and Regional Authorities (KS) as part of the work of creating patient-centred care and to increase patient participation in their treatment. Evaluation of the responses to this question will place entirely different demands on resources with regard to collection and analysis of data. So why not establish a portal at municipal level, where patients and their relatives can record their views on the municipality's health and social care services? Prioritisation in the primary healthcare service This municipal patient-directed portal can provide pivotal information about the needs for cultural change, service innovation and new financing schemes, and thus keep the goal of patient-centred care in sight. The need for cooperation across levels and professions, as well as with the patients, has never been greater.
As a consequence of this, the website Samvalg.no has been established. The website states that 'Shared decision-making happens when patient and therapist together agree on the treatment to be chosen'. In cases where changes to life and health have arisen, it is recommended that an explanatory conversation should take place in which the patient's reflections and awareness of their own needs are supported. However, what does not appear clear is the fact that user involvement is something other than patient education -that it implies a dialogue of equals.
It is also unclear what constitutes good or poor practice with regard to patient involvement and what is the correct emphasis on individual preferences as opposed to the principle of 'treat like cases alike'. The shared decision-making instruments are largely developed for use in the specialist health service. Do we possess too little knowledge of the decisions taken in primary health care, or are the issues too complex for such tools to be developed here as well?
Good medical practice unites humanism with natural science. The degree of patient involvement, the need for patient guidance and the choice of objectives are considerations that imply questions of prioritisation. This may present challenges with regard to both personal values and time, while also increasing the risk of variation in the services offered. If the requirement for patient involvement is to be taken seriously, it is a challenging task for doctors to assess and discuss the importance of evidence-based practice jointly with the patient, to listen, provide guidance and meet individual preferences. The distinction between personal and medical problems may be less clear -and may lead to a greater sense of helplessness and more personal wear and tear on the doctor (11) .
Until now, the criteria for prioritisation in the health service have been discussed in five Official Norwegian Reports, all of which have been directed towards the specialist health service. Other considerations should form the basis of decisions taken in the primary healthcare service, and the first committee that will undertake an overall review of the challenges for prioritisation in the municipal health and care services is expected to submit its proposal by the end of 2018 (12) .
Let us hope that the newly appointed prioritisation committee dares to discuss how medical practice will appear once the goal of creating patient-centred care is achieved, what specific measures must be initiated to achieve this goal, the cost-benefit effects and how the services should be assessed. Most likely one of the main challenges of prioritisation in primary health care is that the consequences of decisions will be dealt with outside the general practice -by patients themselves -as compared to secondary care, where the hospital's responsibility ceases simultaneously with the full stop in the discharge summary.
Everything starts with a question
The possibility of using the response to the question 'What is important for you?' for any rational treatment purposes is affected by the therapist's empathic abilities, the trust that has been established, and the patient's experience of talking about his/her feelings and needs (13) . It requires an adjustment of the doctor's role and good communication skills in both parties. The doctor, who has traditionally been trained to be autonomous, self-driven and independent, must place more emphasis on humility, listening and cooperation. The patient must become accustomed to being asked more questions and making more decisions.
It is also relevant to raise the question of whether expectations for patients' responsibility for their own treatment and follow-up of treatment goals should increase when their opportunity for involvement is enhanced. Follow-up of chronic diseases provides a good example, where maintenance, prevention and treatment take place between -and not during -doctor appointments. It is an unexploited potential that patients are not better enabled to monitor their own illness, whereby they could be made more responsible for preventing or postponing disease exacerbation (14) . Improvement in this regard relies on knowledge about what information patients need and the communicative strategies that most fully enhance patients' ability to self-master.
It is a challenge to create the patient's health service without sufficient knowledge of doctors' and patients' responses to the question 'What is important for you?'. Who will take responsibility for asking it?
